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Enter Patient s Social Security Number 

N/A, if Medicare only (no other insurance)

Enter name of referring physician Enter UPIN

Leave blank

Leave blankEnter ICD-9 Code (###.##)

22

X Optional 

PO Box not acceptable Enter physician s or supplier s billing name,
address, zip code, and phone number

Enter PIN Enter Group # 

Complete this section Enter
number of

days

Enter performing 
provider PIN

Enter ICD-9 Code (###.##) Enter ICD-9 Code (###.##)

Enter ICD-9 Code (###.##)

Leave blank
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